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Introduction and Goals of Review

A central function of child protective services (CPS) is Initial Assessment—where child welfare agencies
conduct a comprehensive assessment of individual and family conditions, functioning, and dynamics in
response to a screened-in report of alleged child maltreatment. Initial Assessment (IA) workers gather
and analyze pertinent information through face-to-face contact with the children, their families, and
through collaboration with other professionals (such as law enforcement agents, physicians, or treatment
providers). In addition to making a maltreatment determination for all allegations, local child welfare
agencies must also decide whether or not the family is in need of ongoing services to keep the child safe.

In early 2015, the Department of Children and Families (DCF) set out to assess the overall quality of
Initial Assessment practice across the State of Wisconsin® as part of the newly revised Child Welfare
Continuous Quality Improvement (CQI) System.” This is the first report on the review of Child Protective
Services Initial Assessments (referred to as Initial Assessments, or I1As throughout this report) under the
new CQI system.

Goals for the 2015 Review of CPS Initial Assessment

The 2015 IA review had three primary goals and a fourth long-term goal.

Goal 1: Establish a statewide baseline for CPS Initial Assessment practice. The first main goal was
to establish a statewide baseline of adherence to Access and Initial Assessment Standards and
consistency of decision-making at Initial Assessment. DCF determined this baseline by systematically
examining statewide Initial Assessments, including the information documented, the safety analyses
conducted, and decisions made. Goal 1 is the primary focus of this report.

Goal 2: Identify practice areas needing improvement that warrant further analysis and may be
candidates for improvement projects. A second goal was to identify practice areas needing
improvement. Through further “root cause” analysis the underlying reasons for weak performance can be
identified, after which strategies can be developed that will effectively target the root causes identified to
strengthen improvement in these areas.

Goal 3: Test the new case record review process. The third goal was to test the new case record
review process to ensure that it provides the information needed to understand the strengths and
challenges of the CPS Initial Assessment process. DCF used the 2015 review to refine the case record
review process, establish data collection methods, and ensure that the review instrument gathered useful
information. Necessary adjustments will be made to further improve the Initial Assessment case record
review process in the future. Detailed information about this year’s case record review process, methods,
results and discussion can be found in Appendix A; suggestions for changes to future reviews can be
found in the Recommendations section.

! Wisconsin has a state-supervised, county-administered child welfare system. Local human services agencies (in 71 of the 72
counties) are responsible for child welfare service delivery with oversight from the Department of Children and Families. In
Milwaukee County, DCF directly administers child welfare services through the Division of Milwaukee Child Protective Services
(DMCPS), formerly the Bureau of Milwaukee Child Welfare (BMCW). (Effective October 2015, BMCW became DMCPS).

2 The Bureau of Performance Management (BPM) has been tasked with developing and implementing the case record review
instruments and processes as well as analyzing the resulting data and writing reports. BPM is part of the Division of Management
Services, which works across the Department’s program divisions. Throughout the process BPM has worked closely with the
Division of Safety and Permanence, which has oversight authority for the state’s child welfare system as well as the state’s child
welfare CQI system.



Goal 4: Use the review findings to identify practices that result in positive outcomes for children
and families. A fourth, long-term goal was to use these and future case record review results along with
additional information to understand how areas of practice are correlated with the outcomes that benefit
children and families. As the first report on CPS Initial Assessment in Wisconsin, this document focuses
primarily on correlations between key areas of CPS Initial Assessment practice and short-term outcomes
such as the consistency of safety decisions based on Standards® to identify areas of strength and
challenge in the Initial Assessment process statewide. After subsequent reviews, DCF will be able to
collect and analyze case record review and other data against the long-term outcomes identified in the
“crosswalk” of child welfare practice and outcome measures (see Appendix B: Practice Review and
Outcomes Crosswalk). From there, DCF will partner with local child welfare agencies to engage in
improvement projects that address the areas of challenge most correlated with positive outcomes for
children and their families.

Background

Wisconsin’s Redesigned CQI System

In 2014, Wisconsin began revising its CQI system to make it more robust and useful. DCF, in partnership
with local child welfare agencies, the courts, and other partners have established the following mission for
the state’s child welfare CQIl program:

Wisconsin is committed to a Continuous Quality Improvement (CQI) system that supports the
assessment and improvement of child welfare practice, processes, and outcomes at the state and
local level. Wisconsin Department of Children and Families fulfills this mission by providing
resources, tools, and processes to build and sustain CQI at the state and local level.

Wisconsin’s child welfare CQI system targets the core outcomes of child safety, permanency, and well-
being. It has two key components:

Component 1: CQI performance data, reports and other analytic tools created by regularly
compiling data from administrative systems, case record reviews, and other relevant sources.

Component 2: Resourcing improvement projects based on recommendations through
collaboration with key stakeholders.

In its redesign of the CQI system, Wisconsin incorporated relevant federal requirements. Federal
regulations require all states to have a quality assurance system in place to regularly assess the quality of
services under the Child and Family Services Plan (CFSP) and to ensure that there are established
measures to address identified problems as part of the CFSP. Consistent with guidance from the Federal
Administration for Children and Families’ Children’s Bureau, Wisconsin’s CQI system is designed around
these five functional elements:

1. Administrative oversight to ensure consistency

Quality data collection

Case review instruments

Sharing of data and analysis on all performance measures
Providing feedback to stakeholders and decision-makers

arwbd

% “Standards” is used as a general term throughout this report to refer to Wisconsin Child Protective Services Access and Initial
Assessment Standards and/or Wisconsin Child Protective Services Safety Intervention Standards. The term “consistent with
Standards” is used throughout this report to when specific items or conclusions in the Initial Assessment were completed in a
manner that meets the requirements set forth in Standards.



The quality of a state’s CQI system is also assessed during the federal Child and Family Service Review
(CFSR), which occurs every five to seven years. Wisconsin’s Round 3 CFSR is scheduled for federal
fiscal year 2018. CFSRs are periodic reviews of state child welfare systems that focus on three goals:

1. Ensuring conformity with federal child welfare requirements
2. Determining what is happening to children and families engaged in state services
3. Assisting states in achieving positive outcomes for children and families

Beginning in 2015, the focus of the new CQI system was to create a deeper understanding of all child
welfare practice areas (component 1). To this end, DCF developed new child welfare CQI case record
review instruments and processes for each stage of interaction with Wisconsin’s Child Protective Services
(CPS) system: Access, Initial Assessment, and Ongoing Services. The revised CQI case record review
process provides a robust understanding of the CPS aspect of child welfare practice in the state by
examining a representative sample of cases. This is the second of three reports on 2015 statewide case
record reviews. This report focuses on the Initial Assessment process: investigations and assessments of
alleged child maltreatment.

The Role of Case Record Reviews in the New CQI Process

As part of the new CQI system, case record reviews play a different role. In the past, the results of the
individual case review were the primary focus and identified areas in need of improvement. Based on the
results of the case review, the county would develop an action plan for training and staff development.
Under the new CQI system, case record review results are considered a data source rather than
conclusion or a judgement upon which to act.

In the new CQI system, the case record review instruments (Access, Initial Assessment and Ongoing
Services) assess decision-making and adherence to Wisconsin Standards, as well as federal
expectations for Ongoing Services. The results are used to understand how adherence to Standards
within key areas of practice is correlated” with the outcomes that benefit the children served in
Wisconsin’s Child Welfare System. While adherence to Standards is important, the goal of the CQI
system is to improve outcomes. By understanding which areas of practice are correlated to the relevant
outcomes and by combining case record review results with other key sources of information, DCF and its
partners will be able to identify future improvement efforts.

In 2014, DCF began the process of establishing a practice and outcome review “crosswalk” for
Wisconsin’s Child Welfare System (see Appendix B), which identifies the following items for Access, Initial
Assessment and Ongoing Services:

¢ Intended results for children and families

e Administrative/quantitative data

¢ Qualitative case practice review components

e Related CFSR performance item(s)

e Related organizational factors

¢ Outcome measures and CFSR national standards

* ltems are correlated when they occur together. Correlations are useful because they can indicate a predictive relationship that can
be used to improve practice. For example, if DCF focuses its efforts on ensuring local child welfare agencies follow a policy
correlated to the identification of present danger at initial contact, it is more likely that the number of quality protective plans will
increase.



At Initial Assessment, the intended results are for children and their caregivers and families:

e To be well understood (including their strengths, concerns, and needs), with additional
information gathered by the CPS agency from both the family and key collateral contacts

e To receive interventions from the CPS agency that are family-centered, reflect the strengths
and needs of the family, and are provided in a timely and least intrusive manner possible to
ensure child safety

e To experience CPS agency interaction and services in a respectful, culturally responsive, and
trauma-informed manner that engages the family

The identified outcome measures are:

e Families whose cases are closed at the conclusion of the Initial Assessment do not have a
subsequent maltreatment substantiation or an unsafe child finding.

e Children who are found to be substantiated victims are not re-victimized.

¢ Families for whom cases are opened for Ongoing Services at the conclusion of Initial
Assessment remain intact whenever possible versus having one or more children placed in
out-of-home care.

¢ Initial case contacts at the beginning of the Initial Assessment occur in a timely manner.

e [|nitial Assessments are approved in a timely manner.

This report and future reports will include key results (obtained through electronic case record reviews) on
the adherence of case practice to Standards, with the intent of ultimately measuring the relationship
between adherence to Standards and the long-term outcomes highlighted above. The results presented
in this report are provided as context. While DCF may find that child welfare agencies are not consistently
applying a particular standard at a high rate, this sole criterion is not intended to trigger a corrective action
plan. DCF and its partners will use the results to establish a baseline for decision-making and adherence
to Standards of CPS Initial Assessment practice statewide. In addition, the results will assist with
identifying areas of strength and challenge in the Initial Assessment process, targeting the areas that are
most correlated with positive outcomes for children and families. From there, DCF will collaborate with
local child welfare agencies and other partners to engage in improvement projects to address the areas of
challenge.

The Function of Initial Assessment in Child Protective Services

Child Protective Services is a specialized field of the child welfare system. CPS intervention is warranted
whenever there is a report that a child may be unsafe, abused, or neglected. After a report of alleged
maltreatment has been received and screened in by CPS Access, the next key decision-making point in
the CPS case process is CPS Initial Assessment. The functions of CPS Initial Assessment are to:

e Conduct a comprehensive assessment in order to

= Assess and analyze present and impending danger threats to child safety
= Take action, when necessary, to control threats to child safety

= Determine the need for CPS ongoing services (voluntary or court-ordered)
= Determine whether maltreatment occurred

= Assist families in identifying community resources

e Engage families in providing protection for their children

e Explain the Initial Assessment process to the family including the purpose of interviews and
any needed collaboration with other agencies (e.g., law enforcement)



The process of carrying out investigations of alleged maltreatment and ensuring child safety is conducted
by the local child welfare agency. In order to ensure that assessments are completed timely and children
are safe, local agencies are required to document all Initial Assessments in the Wisconsin Statewide
Automated Child Welfare Information System (eWIiSACWIS). An Initial Assessment is used to evaluate
current and historical family information and to understand family conditions and dynamics that impact
child safety. The IA worker does not passively receive and record information from an interview with the
child and family. It is the IA worker’s role to actively engage the family to understand strengths and needs
and to seek out relevant information for CPS decision-making. This can be done by identifying which
collateral contacts are necessary for determining child safety, skillfully contacting collaterals, and
analyzing the information provided in terms of statutory definitions, Standards, and safety assessments
(see Appendix C: IA Safety Decision-Making/CPS Flowchart).

Review Instrument Components

The Initial Assessment review instrument (see Appendix D) was developed to measure adherence to
Standards in the main areas of CPS Initial Assessment practice using an all-inclusive approach that
incorporated all IA elements outlined in CPS Access and Initial Assessment Standards and CPS Safety
Intervention Standards and their respective appendices. It was designed in such a manner to create a
starting point for measuring baseline performance. Reviewers used documented case information in
eWISACWIS only; the review did not collect or evaluate any paper files or interviews with caseworkers.

The review instrument contained the following seven sections:

1. Present Danger Assessment and Protective Planning: Questions in this section of the review
instrument assessed adherence to Standards in identifying and addressing present danger over the
course of the Initial Assessment. Reviewers indicated whether or not the local agency identified
present danger at initial contact and again throughout the completion of the Initial Assessment. Based
on information in the electronic case record, reviewers were asked to determine if the child welfare
agency’s decisions were consistent with Standards or to indicate if there was not enough information
from the electronic case record to determine the presence or absence of present danger. When
Present Danger Threats were identified, the review instrument assessed the protective plan(s)
associated with the identified present danger, if the plan was available in the electronic case file.

2. Information Gathering and Analysis: The Initial Assessment is a standalone document and review
guestions evaluated whether or not the agency comprehensively documented information in the
appropriate section of the 1A template in eWiSACWIS for the required areas of assessment as
defined by Standards: Maltreatment, Surrounding Circumstances, Child Functioning, Adult
Functioning, Parenting Practices, and Family Functioning. Within each section, reviewers assessed
specific items that comprise the different areas based on descriptions in Standards”®. For example, in
Adult Functioning, reviewers assessed if information specific to mental health, communication, and
social relationships was adequately gathered and documented for all, some, or no adults in the
household.

® See Wisconsin Child Protective Services Access and Initial Assessment Standards, Section 2, Chapter 14, XIV.E. Information that
Must be Gathered and Analyzed, pp. 50; Appendix 3: Information to Be Gathered and Analyzed -Primary Assessment Cases, pp.
93-98.



3. Safety Assessment/Safety Analysis and Plan: Gathering and documenting relevant and sufficient
information over the course of an Initial Assessment is necessary to assess the presence or absence
of impending danger. Standards provide guidelines for determining family dynamics and/or parental
behaviors that constitute likely Impending Danger Threats. Review questions assessed whether the
agency used the information documented to assess for impending danger in a manner consistent with
Standards, analyzing pertinent information to correctly identify or rule out impending danger. If the
local agency identified Impending Danger Threats, review questions addressed whether all identified
Impending Danger Threats were consistent with Standards, or if the child welfare agency missed,
misidentified, and/or inaccurately identified any threats based on the unsafe condition.® If no
Impending Danger Threats were identified, review questions addressed whether the local agency
ruled out impending danger consistent with Standards, or if there was not enough documented
information to confirm the absence of impending danger. There were opportunities for reviewers to
provide comments in this section to be used in determining trends related to identification of
Impending Danger Threats. This section also assessed the documentation of the Safety Analysis and
Plan where applicable.

4. Family Interaction: Standards provide guidelines for family interaction when a child is placed in out-
of-home care in instances of Temporary Physical Custody (TPC), a Voluntary Placement Agreement
(VPA), or other court order. This section assessed whether or not the initial family interaction
occurred within five business days of an out-of-home care placement for all applicable children as
required by Standards.

5. Timeframes and Interview Protocol: This section assessed whether timeframes for initial face-to-
face contacts with alleged victims and parents/caregivers were met’ and whether or not interview
protocols were followed. Standards provide guidelines for conducting interviews, including where they
should occur, and who must be interviewed. Review questions also assessed if collateral contacts
that were necessary to address potential threats to safety (specific to the case under review) were
missed. Key groups of collaterals included educational staff, family members, mental health
professionals, medical professionals, law enforcement, friends, neighbors, or other (indicated by
additional comments) that were necessary for each unique case.

6. American Indian Heritage: Review questions in this section pertained to requirements of the
Wisconsin Indian Child Welfare Act (WICWA) outlined in Standards. Reviewers assessed if the
Screening for the Child’s Status as Indian form was completed in all cases, as well as additional items
related to WICWA requirements, where applicable. These questions included assessing for the
completion of the Child’s Biological Family History and Request for Confirmation of Child’s Indian
Status forms, and whether consultation with the tribal agency occurred.?

® Reviewers indicated an Impending Danger Threat was missed when an additional Impending Danger Threat should have been
identified for a different observable condition. A “misidentified” Impending Danger Threat meant the child welfare agency indicated a
Specific Impending Danger Threat, but a different Impending Danger Threat was more appropriate based on the unsafe condition.
An Impending Danger Threat that was “inaccurately identified” meant that the information did not support the Impending Danger
Threat identified by the local agency, based on the impending danger threshold (Observable, Vulnerable Child, Out-of-control,
Imminent, Severity). It is important to note that this section did not measure or track individual, specific Impending Danger Threats.
For example, if the agency identified the Impending Danger Threat of parent/caregiver lacks knowledge, skill, or motivation in
parenting that affects child safety, the review did not assess whether this specific threat was identified consistently with Standards.

" Review data was necessary to capture this information because current administrative data only captures the earliest face-to-face

contact with any member of the household. The review questions separately addressed initial face-to-face contact with alleged
victims and with parents/caregivers, including non-custodial parents/caregivers.

8 Consultation with the tribe should have occurred for children who were identified as having American Indian heritage. The review
assessed if the worker coordinated and collaborated with the tribal agency during the IA process for those children so identified.



7. Conclusion of Initial Assessment. The final section assessed all areas related to the conclusion of
the Initial Assessment, with questions regarding Safety Determination, Maltreater Determination,
Maltreatment Determination, Disposition, and Required Notifications and Feedback. Specifically,
reviewers assessed if all victims, maltreaters, and allegations were identified consistent with
Standards and whether or not the findings for each were consistent with Standards based on the
information documented in the Initial Assessment.

Throughout the review instrument, options were often available for reviewers to indicate when “some” but
not “all” information was comprehensively documented (in the information gathering section of the
instrument). Reviewers also had the option on certain questions to select “not enough information” when
specific, key information needed to assess consistency with Standards was not documented to the extent
needed for evaluation (e.g., in the IA conclusion section of the instrument). Unless otherwise noted, the
following discussion considers results of both “some” and “none” as not having comprehensive
information documented, and answers of “not enough information” and “inconsistent with Standards” are
considered together.



Methodology

Sample Selection

In order to examine Initial Assessment practice statewide, DCF sought to conduct electronic case record
reviews on a large, representative sample of Initial Assessments completed throughout the state. Data
from eWIiSACWIS obtained through the SM06A109-IA Report was used to compile a random sample of
CPS Primary Initial Assessments.’ The report included all IAs approved during 2014 and up until the date
the report was run (in March 2015) to capture approved Initial Assessments associated with Access
Reports that were received during the 2014 calendar year. Special considerations were given for dividing
the sample appropriately between IAs from the Division of Milwaukee Child Protective Services (formerly
known as the Bureau of Milwaukee Child Welfare, or BMCW) and the Balance of State, given the high
volume of child welfare cases pertaining to Milwaukee County. Additionally, any IAs pertaining to the
Milwaukee case closure proces:slO were excluded.

Quantitative Data Analysis

Quantitative methods were employed to calculate and analyze the results of the case record review and
corresponding administrative data. It is important to note that this report does not attempt to establish the
impact of Wisconsin’s child welfare policies. As such, this report cannot say that adherence to Standards
in the application of a certain policy caused an outcome. Rather, this report provides a baseline for
understanding how adherence to Standards in CPS practice at Initial Assessment is correlated with or
related to certain Initial Assessment conclusions.

In order to measure adherence to Standards, the review instrument attempted to operationalize concepts
defined in Standards and appendices in an all-inclusive manner. These concepts were the basis for the
seven sections of the case record review instrument outlined above. (See Appendix A on how the
instrument was developed; see Appendix D for a copy of the review instrument.) In general, each section
of the review instrument contains multiple questions that reflect the elements outlined in Standards, with
each question representing one construct (e.g., one information item or one finding). Each answer is
categorized as “positive” (meaning that the reviewer identified the finding as consistent with Standards) or
“negative” (inconsistent with Standards or missing key information to assess consistency with Standards).

The review instrument was completed by reviewers on paper and two trained data entry workers entered
the data into an Excel spreadsheet. Validation rules were added to ensure that only specific answers
found in the review instrument were allowed. The data from the Excel spreadsheet was imported into
SAS' and variables were coded (1 for “positive” and 0 for “negative”) to enable more complex analyses.
Case record review data were then merged with administrative data pertaining to the Initial Assessments
in the sample to address questions surrounding IA case practice and conclusions. Variables for statistical
testing were chosen based on hypotheses formulated by experts in child protective services from the
DCF in collaboration with the University of Wisconsin-Madison School of Social Work. The variables were
tested to determine if they have any influence on adherence to Standards in case practice (e.g.,

9 The sample included both Traditional Responses (TR) and Alternative Responses (AR) Initial Assessments. Secondary
Assessments were not reviewed.

095 2014, BMCW followed an alternate staffing and documentation process to close Initial Assessments that were overdue.
Because of the nature of information gathered and other amended protocols, there would have been a lack of corresponding content
to review using the CQI IA review instrument.

M SAS refers to Statistical Analysis System, a software suite for advanced analytics.



comprehensive documentation of information itemslz) or on conclusions (e.g., consistency with Standards
of safety determination or maltreatment determination).

The data were analyzed using SAS version 9.4. A p-value13 of less than 0.05 was used as criteria for all
statistical significance testing. Several chi-square tests* of association were conducted to determine the
relationship between adherence to Standards, select Initial Assessment characteristics, and review
outcomes. Similarly, logistic regression®® was used to calculate crude odds ratios'® to compute the
relative odds of an occurrence of interest given certain review outcomes or other factors. For example,
these analyses examined the relationship between having conclusions (safety determination,
maltreatment determination, and case disposition) consistent with Standards and following interview
protocols (e.g., timely face-to-face contact with all victims consistent with Standards). Two-sample t-
tests'’ were also conducted to evaluate differences in review outcomes based on IA characteristics, such
as the local agency’s decisions (e.g., a finding of safe versus unsafe).

The answers to most questions in the information gathering portion (and some other sections, such as
interview protocols and American Indian heritage) of the review instrument provided three options:

1. “All’ — meaning that the item was documented or completed for all relevant individuals

2. “Some” — meaning that the item was documented or completed for some of the relevant
individuals

3. “None” — meaning that the item was not comprehensively documented for any relevant individual
or not addressed/completed.

Likewise, the possible answers to review questions related to IA conclusions (safety determination,
maltreatment determination, and case disposition) had three options:

1. “Yes” —meaning that the |A conclusion was consistent with Standards based on the information
documented

2. “No” — meaning that the IA conclusion was inconsistent with Standards based on the information
documented

3. “Not enough information” — meaning that the 1A was lacking key pieces of documented
information needed to assess the item in question

Unless otherwise noted, analysis of these items only counted answers of “all” as consistent with
Standards. Those items marked as “some” or “none” were considered inconsistent with Standards. In
addition, both “no” and “not enough information” answers were counted as inconsistent with Standards,
unless otherwise noted. The reason for considering both the “some/none” and the “no/not enough
information” answers together is that Standards require comprehensive documentation; therefore, without
enough information in the IA to assess consistency with Standards, the Standards were not met.

2 Documentation was considered comprehensive when the item was thoroughly and adequately described as outlined in Standards.

13 |n statistical hypothesis testing, the p-value describes the probability of obtaining the observed results on the basis of chance
alone; the smaller the calculated p-value, the lower the likelihood of chance as an explanation for the observed results.

14 Chi-square tests are used to determine whether there is a significant association between variables.
15 - . - . R . . .
Logistic regression is statistical technique for estimating the relationship among variables.

% The results of regression analysis give the odds ratio (OR), which is another measure of association between two variables. The
OR represents the odds that outcome A will occur, given the presence of B.

M T_tests are used to determine if there is a significant difference between two sets of data (i.e., two groups).



Results

Case Record Review Sample

The Initial Assessment sample was compiled using statewide data from eWiSACWIS. The population
from which the sample was drawn included Primary Initial Assessments that were tied to Access Reports
received in 2014 and that were approved between January 2014 and March 2015. Preliminary data show
that there were a total of 34,716 Initial Assessments approved throughout the state during this period,
with 25,116 meeting the remaining criteria for review. A sample size of 271 Initial Assessments was
necessary in order to achieve results that were representative of the total population with a 90%
confidence level.'® However, this sample size does not have adequate power to detect changes in
specific geographical areas or in subsets of cases (for example, Milwaukee County or looking only at
cases with allegations of physical abuse).

Within the sample selected, there were 460 alleged victims and 585 allegations. Table 1 provides
additional details of the demographics within the sample.

Table 1. Basic Characteristics of the 2015 IA Case Record Review Sample.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

N (%)
Overall Sample Characteristics
Number of I1As 271 -
Number of Victims 460 -
Number of Allegations 585 -
Race/Ethnicity of Alleged Victim(s)*
White, Non-Hispanic 235 (51.1%)
Black, Non-Hispanic 98 (21.3%)
Hispanic/Latino 39 (8.5%)
American Indian 25 (5.4%)
Asian 5 (1.1%)
Other 44 (9.6%)
Unknown?® 14 (3.0%)

*Although there were 460 victims associated with 271 Initial Assessments, all children contained within a single report were
documented as having the same race.
$ Unknown race comprises multiple categories: unable to determine, declined, or left blank.

Of the total number of Initial Assessments completed throughout Wisconsin in 2014, 29.6% came from
Milwaukee County. Consequently, 75 IAs (27.7% of 271) were randomly selected from the Initial
Assessments completed by the Division of Milwaukee Child Protective Services, and the remaining 196
IAs were randomly selected from the Balance of State. (A distribution of counties in the sample can be
found in Appendix E). Additional Initial Assessments were also included in an oversample where special

8 This sample size was chosen to have the power to detect changes in results measured by the review instrument that are larger
than 5%, with a 90% confidence level, 80% of the time (a=0.05, B=0.20). This same power and confidence level is also a Federal
CFSR Round 3 requirement for ongoing case review. In Wisconsin, a review sample of 271 Initial Assessments will have adequate
power to detect a 5% change in adherence to Standards based on statewide results. A sample of this size, however, is not large
enough to detect similar changes at a county-specific level.
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circumstances made it impossible to review the original Initial Assessment. In total, 37 Initial Assessments
were replaced with Initial Assessments from the oversample.19

Table 2 provides an overview of the basic characteristics of the sample used. The sample of Initial
Assessments used in this case review appears to be representative of the population. For example, there
were 215 |As (79.3%) in the sample that were unsubstantiated and 46 IAs (17.0%) that were
substantiated. Of the population of 34,716 Initial Assessments from 2014, there were 26,636 (76.7%)
unsubstantiated and 4,794 (13.8%) substantiated. There were three areas, however, where the review
sample differed slightly from the population. First, there was a difference in the number of IAs completed
timely. In the review sample, 67.5% were completed within 60 days compared to 59.2% in the population.
This discrepancy can partially be explained by the fact that all IAs completed as part of the BMCW case
closure project were excluded from the sample. Second, there were fewer IAs in the sample with a finding
of “Not Able to Locate” (0.7% compared to 2.2%). This difference is likely due to the fact that most of
these cases captured in the random sample were swapped out during the review because they could not
be reviewed with the instrument. Lastly, there were fewer Alternative Response (AR) assessments
captured in the review sample (3.0% compared to 7.3%). Because the sample was randomly selected,
and no exclusion criteria were applied to AR cases, this discrepancy is likely due to chance. It is
improbable that these differences have a significant effect on the baseline results that follow.

Table 2. Comparison of the 2015 IA Case Review Sample and Population.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Population« IA Review Sample
N (%) N (%)

Initial Assessment Finding*
Unsubstantiated 26,636 (76.7%) 215  (79.3%)

Substantiated 4,794 (13.8%) 46 (17.0%)
Services Needed® 299  (0.9%) 0 (0.0%)
Services Not Needed® 2,209 (6.4%) 8 (3.0%)
Not Able to Locate 778 (2.2%) 2 (0.7%)

Approved Timely
Completed Within 60 Days 20,538 (59.2%) 183  (67.5%)
Not Completed Within 60 Days 14,178 (41.5%) 88 (32.5%)

~Based on preliminary 2014 data for the defined population during the period under review (See the 2014 Wisconsin Child Abuse
and Neglect Report for official numbers.)

* Substantiation of allegations at the case level (not individual allegations)
8 Pertains to Alternative Response (AR) cases only

19 Prior to the review, 21 of the 75 cases in the Milwaukee sample were swapped out for different Milwaukee cases in the
oversample because they were approved during the case closure process, which relied on an amended assessment protocol. Over
the course of the review, 2 additional Milwaukee cases were swapped for the same reason. Statewide, an additionall4 cases were
swapped out for other reasons: 1) cases with a disposition of Case Closed — Clients unavailable or cannot be located where the
reviewer found that information contained in the electronic record supported that reasonable efforts were made by the child welfare
agency to locate the family (occurred in 7 instances); 2) cases in which it was determined that the agency assessed the wrong
household (occurred in 6 instances); and 3) cases in which a Primary assessment was conducted but Standards required a
Secondary assessment (in 1 instance).
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Baseline Results of Adherence to Standards in IA Case Practice

This section highlights key results related to CPS case practice at Initial Assessment and consistency with
Standards. The results of each question contained in the review instrument are shown in Appendix G. A
discussion of these findings and related recommendations are found in the Discussion and
Recommendations sections.

Interview Contacts

Timeliness of Face-to-Face Contacts

The review examined whether or not Initial Assessments met response times assigned at Access through
timely completion of face-to-face contacts.

The Department of Children and Families routinely reviews the timeliness of initial contacts using
administrative data through KidStat. Local child welfare agencies meet this timeliness measure when
face-to-face contact with any household member is documented within the assigned response time
(same-day, 24-48 hours, or within 5 business days). Table 3 shows the timeliness of initial contacts
statewide based on the population of approved Initial Assessments from which the 1A review sample was
drawn. For example, of the IAs that had a same-day response assigned at Access, a total of 84.6%
documented an initial case contact that occurred timely or was attempted timely (83.0% and 1.6%,
respectively). The remaining IAs either had a contact that occurred after the assigned timeframe
(Occurred- Not Timely, 14.7%), or attempted to contact a household member after the assigned
timeframe but was unsuccessful in that attempt (Attempted- Not Timely, 0.6%), or did not have a contact
documented at all (Did Not Occur, 0.2%).

Table 3. Statewide Percent of Initial Contacts Attempted or Occurred Timely.
CQI 2015 Initial Assessment Case Record Review Population, DCF, Wisconsin 2015.

Response Time
Same-Day  Within 24-48 Hours Within 5 Business

Days
Timeliness of Occurrence/Attempt (N=4,529) (N=3,854) (N=15),l316)

Timely Occurred- Timely 83.0% 83.1% 81.8%
Attempted- Timely 1.6% 2.2% 3.9%

Subtotal 84.6% 85.3% 85.8%
Not Timely Occurred- Not Timely 14.7% 14.2% 13.4%
Attempted- Not Timely 0.6% 0.3% 0.5%

Subtotal 15.2% 14.5% 14.0%
Did Not Occur  Not Documented 0.2% 0.2% 0.2%

Note: The population of Initial Assessments (compiled using the SM0O6A109-1A Report) included those that were approved between
January 2014 and March 2015 and were tied to Access Reports received in 2014. Preliminary data show that there were a total of
34,716 IAs approved during this period, with 25,116 meeting the criteria for review. The above analysis eliminates IAs with a
recorded response time of “N/A” (N=16) and face-to-face contact efforts of “Doc Error” (N=1,401), bringing the total number of I1As to
23,699.
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Case review data allows for a better understanding of the quality of these contacts. The IA review
examined the specific types of case participants in terms of their role of either identified victim or identified
maltreater, and whether or not face-to-face contact occurred within the required timeframes. In order to
assess for present danger threats as required by Standards, all alleged victims and the
parents/caregivers must be contacted within the assigned response timeframe.

Figure 1 shows contacts with alleged victims by assigned response time. While performance varied by
response time assigned at Access, 65.7% of all IAs reviewed had timely face-to-face contact with all
alleged victims, while 22.1% did not have timely contact with any of the alleged victims. Of the Initial
Assessments reviewed that had a same-day response time, a total of 85.5% demonstrated timely face-to-
face contact with either all (79.7%) or some (5.8%) of the alleged victims.

Figure 1. Assessment of Present Danger and Assigned Response Time: All Alleged Victims.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 2 shows face-to-face contacts with parents/caregivers based on the assigned response time.
Overall, 47.6% of IAs reviewed had timely contact with all parents/caregivers; in 52.4% one or more of the
parents and/or caregivers was not seen within the required timeframe. In 55.1% of Initial Assessments
that had a same-day response time, the local agency made contact with all parents/caregivers, whereas
44.9% did not make timely contact with all parents or caregivers. (The review instrument did not allow for
the selection of “some” with respect to face-to-face contacts with parents/caregivers).
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Figure 2. Assessment of Present Danger and Assigned Response Time: All Parents/Caregivers.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Table 4 shows the association between timely contact with all alleged victims and the consistency of 1A
conclusions with Standards. When face-to-face contact with all victims was made within the assigned
response time the safety determination was consistent with Standards 83.2% of the time and inconsistent
with Standards 16.9% of the time (statistically significant). However, when face-to-face contact was not
made with all victims within the assigned response time, the safety determination was consistent with
Standards 64.5% of the time. Similarly, when face-to-face contact was made with all victims within the
assigned response time, the maltreatment determination was consistent with Standards 85.6% of the time
(and inconsistent 14.5%) and case disposition was consistent with Standards 87.6% of the time (and
inconsistent 12.3%). These differences were also statistically significant.

Table 4. Face-to-Face Contact with All Victims and Consistency of IA Conclusions with Standards.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Safety Determination*** Maltreatment Determination** Case Disposition***
Inconsistent/ Inconsistent/ Inconsistent/
Consistent Not enough Consistent Not enough Consistent Not enough
information information information
N (%) N (%) N (%) N (%) N (%) N (%)

Met Face-to-
Face Contact Yes 148 (83.2%) 30 (16.9%) 148 (85.6%) 25 (14.5%) 156 (87.6%) 22 (12.3%)

With All Victims

Within Assigned N 60 (64.5%) 33 (35.5%) 63 (70.0%) 27 (30.0%) 61 (65.6%) 32 (34.4%)
Response Time

*** Relationship between timeliness and conclusion is statistically significant at p<0.001 ** significant at p<0.01
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In addition, the connection between making all required face-to-face contacts within the assigned
timeframes and the presence or absence of Present Danger Threats was examined. There were 45 IAs in
the sample where the local agency had identified present danger at initial contact. In 34 of those cases
(75.6%), face-to-face contact with all victims was made within the assigned response time (results not
shown).

Necessary Collateral Contacts

Of the Initial Assessments reviewed, 195 (72.0%) made contact with all collaterals necessary for
understanding safety in the specific case under review, and 76 (28.0%) were found to be missing at least
one necessary collateral contact, as shown in Figure 3. The missing collateral contacts were then
categorized into eight categories.”® The most common category of missed necessary collateral contacts
was school professionals.

Figure 3. Initial Assessments Missing Necessary Collateral Contacts (by Category).
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Note: The total number of IAs missing necessary collateral contacts shown on this graph is 74. There were two additional instances
where the reviewer indicated that a necessary collateral contact was missed, but did not specify to which category the collateral
contact(s) belonged.

Table 5 shows the association between contacts and the consistency of the safety determination with
Standards. When contact with all necessary collaterals was made, the safety determination was
consistent with Standards more often than when one or more necessary collateral contact was missed
(89.7% of the time, compared to 43.4%, a statistically significant difference).

2 The eight collateral contact categories were: (1) physician/other medical professional, (2) police/probation officer/other law
enforcement, (3) therapist/other mental health professional, (4) teacher/school social worker/other educational staff, (5) family
member, (6) neighbor, (7) friend, (8) other.
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Table 5. Thorough and Timely Contact Increases the Likelihood of Safety Determinations that Are
Consistent with Standards.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

IA Safety Determination
Inconsistent with

Consistent with Standards/ not
Standards . .
enough information
N (%) N (%)
Necessary Collateral Contacts
Made all 175  (89.7%)*** 20 (10.3%)***
Did not make all 33 (43.4%)*** 43 (56.6%)***
Contact with Non-Custodial Parents
Occurred* 86  (80.4%) 21 (19.6%)
Did not occur 72 (71.3%) 29 (28.7%)
Timely Face-to-Face Contact with Any Household Member
Yes 178 (78.8%) 48 (21.24%)
No 30 (66.7%) 15 (33.3%)
Timely Face-to-Face Contact with All Alleged Victims®
Yes 148  (83.2%)*** 30 (16.9%)***
No 60  (64.5%)*** 33 (35.5%)***

*The IA comprehensively documented that contact occurred and/or included supporting documentation for acceptable reason(s) why
no contact occurred; not applicable for all cases (i.e., only when there are non-custodial parents).

§Note that this is the same result shown in Table 4 (included for comparison).
*** Statistically significant at p<0.001

Another way of stating the relationship between collateral contacts and safety determination is when
contact with all necessary collaterals was made, the safety determination was 9.7 times more likely to be
consistent with Standards (statistically significant). This is also accounting for contact with non-custodial
parents and timely contact with victims (see Appendix F: Additional Analyses, Table F-1).

Finally, making interview contacts in accordance with Standards appears to be related to information
gathering in a statistically significant way (see Table F-2 in Appendix F: Additional Analyses). Making all
necessary collateral contacts was associated with an average increase of 8.7% in the proportion of
information items with comprehensive documentation. Meeting all victims face-to-face within the assigned
response time was associated with an average increase of 5.7%. Contact with non-custodial parents
(and/or supporting documentation for why contact was not made), was associated with an average
increase of 7.4% in the proportion of information items with comprehensive documentation.

American Indian Heritage

Table 6 shows the review results of requirements related to the Indian Child Welfare Act (ICWA). During
the course of the Initial Assessment, inquiry into American Indian heritage for each child in the household
should be completed and an ICWA Record should be created for each child in eWiSACWIS. The first
requirement is to complete the Screening for the Child’s Status as Indian form (DCF-F-CFS2322). Of the
IAs reviewed, 185 of 271 (68.3%) met this requirement for all children in the household. There were a
total of 51 children in 21 cases for whom American Indian heritage was indicated, and in 18 (85.7%) of
those cases the required Child Biological Family History form (DCF-F-CFS2323) was completed for all
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applicable children, while the required Request for Confirmation of Child’s Indian Status form (DCF-F-
CFS2016) was created and sent to the tribe or Bureau of Indian Affairs in 12 cases (57.1%). In only 3 out
of 21 (14.3%) cases was there documentation that a request to the tribal agency was made for assistance
in evaluating the case, a part of engaging in active efforts.”*

Table 6. Compliance with the Wisconsin Indian Child Welfare Act (WICWA) in Initial Assessments
Reviewed.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Documented for Documented for

. . Not
A gprcale SIMERPLEE pocumena
N (%) N (%) N (%)
Screening for Child’s Status As Indian* 185 (68.3%) 27 (10.0%) 59 (21.8%)
Child’s Biological Family History® 18 (85.7%) 1 (4.8%) 2 (9.5%)
Request for Confirmation of Child’s Indian Status® 12 (57.1%) 2 (9.5%) 7 (33.3%)
Consultation with Tribal Agency® 3 (14.3%) - 18 (85.7%)

iRequired in all Initial Assessments (N=271)
§Required when child’s Indian screening status is positive (N=21Initial Assessments)

Information Gathering

Relationship Between Information Gathering and IA Conclusions Consistent with Standards

Thorough information gathering and analysis is hecessary to make decisions about safety and case
opening. The review instrument measured the level of information gathered through the documentation of
49 information items (see Appendix A on the methodology used to develop the review instrument and
Appendix D for a copy of the review instrument). Statistical analyses related to this section examined the
relationship between the level of information documented and the likelihood of reaching decisions (safety
determination, 1A case disposition, and maltreatment determination) consistent with Standards.

As shown in Figure 4, 98.3% of the Initial Assessments reviewed that had comprehensively documented
more than half of the information items also had a safety determination that was consistent with
Standards. Of the Initial Assessments with fewer than 20% of the information items comprehensively
documented, safety determinations were consistent with Standards only 50% of the time. Similarly, as
shown in Figure 5, 98.3% of Initial Assessments reviewed that had more than half of the information items
comprehensively documented also had a case disposition consistent with Standards. When fewer than
20% of the information items were comprehensively documented, the case disposition was consistent
with Standards 54.4% of the time. The association between higher levels of documented information
gathering and IA conclusions consistent with Standards was statistically significant (p<.0001) for both
safety determination and IA case disposition.

2L Active efforts as defined by Wis Stat.48.028(4)(g)1 is “an ongoing, vigorous and concerted level of case work...made in a manner
that takes into account the prevailing social and cultural values, conditions, and way of life of the Indian child’s tribe and that utilizes
the available resources of the Indian child’s tribe, tribal and other Indian child welfare agencies, extended family members of the
Indian child, other individual Indian caregivers and other culturally appropriate service providers.”
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Proportion of Each Group with Consistent Safety Determination

Figure 4. Comprehensive Information Gathering Figure 5. Comprehensive Information Gathering

Increases the Likelihood of Safety Determination Increases the Likelihood of Case Disposition
Consistent with Standards. Consistent with Standards.
CQI 2015 Initial Assessment Case Record Review, CQI 2015 Initial Assessment Case Record Review,
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Furthermore, Initial Assessments with more than 50% of the information items comprehensively
documented were 58.0 times more likely to be consistent with Standards for the safety determination
when compared to the IAs with only 0-20% of the information items comprehensively documented. These
IAs were also 48.6 times more likely to be consistent with Standards for the case disposition (see
Appendix F: Additional Analyses, Table F-3). Both of the calculated odds ratios were statistically
significant.

The relationship between maltreatment determination (substantiation decision) and comprehensive
documentation (for the Maltreatment and Surrounding Circumstances sections of the Initial Assessment
only) was also explored and a similar pattern was observed. In Initial Assessments that comprehensively
documented the most required information items from the Maltreatment and Surrounding Circumstances
sections (6 or more out of a possible 7 total), 92.5% had a maltreatment determination that was found to
be consistent with Standards. However, when one or none of the Surrounding Circumstances and
Maltreatment items was comprehensively documented, the maltreatment determination was consistent
with Standards only 43.1% of the time (results shown in Appendix F: Additional Analyses, Figure F-1).
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Levels of Information Gathering: Overall and by IA Characteristics

With respect to the overall level of the documentation, the average percentage of applicable information
items documented throughout Initial Assessments was 33.9% (when counting answers of “all”), with a
median value of 30.8% and a range of 0% to 92.7%. When documentation was included for “some”
required individuals, the average increased to 46.9%, with a median value of 47.7% (and the same
range). Figure 6 demonstrates the change in the distribution of information gathering (by percent) for
when “all” items were adequately documented compared to when both “all” and “some” were included.
(See Appendix F: Additional Analyses, Figures F-2 and F-3 for the individual distributions of information
gathering for both “all” and “all + some”).

Figure 6. Comparison of the Distributions of Documentation of Information Items Outlined in
Standards: Documented for “All” Versus Documented for “All” and “Some”.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Note: The average proportion of information items comprehensively documented was 33.9% for all IAs reviewed. When
accounting for “some” documentation, the average increased to 46.9%.
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Analyses were also aimed at determining if the level of documentation varied by certain IA characteristics,
such as timeliness of approval. Table 7 shows the documentation of information items by timely
completion (within 60 days). IAs that were completed late had less information documented than those
that were completed on time. Overall, the average percentage of information items with comprehensive
documentation was 35.6% for IAs approved within 60 days and 30.4% for I1As approved after 60 days.
This difference is statistically significant.

Table 7. Documentation Decreases When IAs Are Not Completed Timely (Within 60 days).
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

IA Completion
Timely Not Timely

(N=183) (N=88) Difference

Average Percentage of
Information Items 35.6% 30.4% -5.2
Comprehensively Documented

* Results are statistically significant at p<0.05.
Note: The average proportion of information items comprehensively documented was 33.9% for all IAs reviewed.

Further analyses examined how IA conclusions (i.e., the decisions reached by the local agency with
respect to child safety and substantiation) influenced information gathering and documentation. The
results are shown in Table 8. By safety determination, the average percentage of information items
comprehensively documented was 33.4% for 1As that had a finding of safe versus 36.7% for unsafe. By
maltreatment determination, the average was 34.0% when allegations were unsubstantiated and 36.2%
when allegations were substantiated. While slight differences do exist, they are not statistically significant.

Table 8. Differences in Average Amount of Information Documented by IA Safety and Maltreatment
Determinations.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

IA Safety Determination IA Maltreatment Determination
Safe Unsafe Difference Unsubstantiated  Substantiated Difference
(N=229) (N=42) (N=215) (N=46)
Average Percentage
of Information Items
0, 0, 0, 0,
Comprehensively 33.4% 36.7% +3.3 34.0% 36.2% +2.2
Documented
Note: The average proportion of information items comprehensively documented was 33.9% for all IAs reviewed.

There was also a difference in the average percentage of required items with comprehensive
documentation depending on IA case disposition, as shown in Table 9. For example, when the case was
closed after the completion of IA because the child was found to be safe, 35.5% of required information
items were comprehensively documented, on average, compared to 24.9% when the case was closed
because the family refused services.
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Table 9. Differences in Average Amount of Information Documented by IA Case Disposition.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Average Percentage

IA Case Disposition N of Information Items
Comprehensively Documented
Case Closed: Child Safe 186 35.5%
Case Closed: Family Refuses Services 11 24.9%
Case Closed: Unable to Locate 6 2.7%
Case Opened for Ongoing Services 53 34.4%
Already Open 10 28.6%
Opened for Non-CPS 5 37.9%
Note: The average proportion of information items comprehensively documented was 33.9% for all I1As reviewed.

Additional analyses looked at the differences in information gathering and documentation by allegation
type. As shown in Table 10, when the assessment did not contain allegations of neglect, the average
percentage of required information items with comprehensive documentation was 35.3%, while
assessments that did have neglect allegations had an average of 32.3% of required information items
documented (a difference of 3 percentage points). Overall, cases with allegations of physical abuse or
sexual abuse had higher levels of documented information gathering than other allegation types.

Table 10. Variation in the Level of Information Gathering by Allegation Type.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Average Percentage of Information Items
Comprehensively Documented:

Wher_l IAs Did N(_)'_[ When IAs Did_ _ Percentage Point
3 ' Contain the Specific Contain the Specific Difference
Specific Allegation Type: N Allegation Type Allegation Type

Multiple Allegation Types 55 34.3% 32.3% -2.0
Neglect 125 35.3% 32.3% -3.0
Physical Abuse 69 32.7% 37.6% 4.9
Sexual Abuse 18 33.7% 37.4% 3.7
Emotional Abuse 3 34.0% 28.0% -6.0

Unborn Child Abuse 1 34.0% 22.5% -11.5

Note: The average proportion of information items comprehensively documented was 33.9% for all IAs reviewed.



Information Gathering and Documentation of Specific ltems

When examining the level of documentation in specific areas of Initial Assessment, the review instrument
used an all-inclusive approach by measuring specific items for each area of information gathering as
outlined by Standards and corresponding appendices. ? The results demonstrate a wide variability in
documentation depending on the area and/or information item in question. Figures 7-13 show the
frequency with which specific information items pertaining to the different areas are documented. For
example, the area of Adult Functioning consists of specific information items such as employment and
education, home management, and decision-making skills. Information was considered to be
comprehensively documented when it was collected according to Standards for all relevant individuals
(bold percentages in figures) and contained in the section of the IA template corresponding to each area
of assessment.

The shaded regions of the graphs in Figures 7-13 depict how the results change when accounting for
documentation of items for some applicable case participants/household members, as many of the
information items required gathering information from multiple people in the case (increased percentages
when including both “all” and “some” are italicized in figures). In these instances, reviewers assessed
whether the information item was gathered and documented for all applicable household members, some
household members or none of the household members (see Appendix D: Initial Assessment Review
Instrument).

The addition of the “some” answers alters results in certain sections (such as the Child and Adult
Functioning sections) more than in others. It is also worth noting that even when counting partial
information there remained a wide range in documentation both among and within sections. Most
sections had one or two items that were well documented, while the remaining items were documented
less than 50% of the time, even when including answers of both “all” and “some”. On the other hand,
information items in the Maltreatment and Surrounding Circumstances sections were comprehensively
documented more frequently (between 61.4% and 73.5%). (See Appendix F: Additional Analyses, Figure
F-4 for an overview of documentation of each individual item).

Figure 7 shows the average frequency of documentation for the items measured in the Surrounding
Circumstances section of the IA template. For example, there was comprehensive documentation of the
parent/caregiver’s explanation for the alleged maltreatment in 73.5% of the 1As reviewed. For this section,
the option to indicate that information was gathered for some individuals was not available because the
area was not applicable to multiple individuals.

2 see Wisconsin Child Protective Services Access and Initial Assessment Standards, Section 2, Chapter 14, XIV.E. Information
that Must be Gathered and Analyzed, pp. 50; Appendix 3: Information to Be Gathered and Analyzed -Primary Assessment Cases,
pp. 93-98.
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Figure 7. Comprehensive Documentation of Information Items by Section: Surrounding
Circumstances. CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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“The option to select “some” was not available for these questions as item is not applicable to multiple individuals.

Figure 8 shows the average frequency of documentation for the items measured in the Maltreatment
section of the IA. For example, comprehensive documentation of all types of maltreatment was found in
66.7% of Initial Assessments reviewed. When answers of “some” were included, the percentage
increased to 78.0%.

Figure 8. Comprehensive Documentation of Information Items by Section: Maltreatment.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 9 shows the average frequency of documentation for the items measured in the Adult Functioning
section. For example, there was comprehensive documentation of education and/or employment 68.6%

of the time. When answers of “some” adults were included, the description was documented in 89.3% of
Initial Assessments.

Figure 9. Comprehensive Documentation of Information Items by Section: Adult Functioning.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 10 shows the average frequency of documentation for the items measured in the Child Functioning
section. For example, there was comprehensive documentation of school performance 70% of the time.
When answers of “some” children were included, documentation of school performance was identified in
88.7% of Initial Assessments.

Figure 10.Comprehensive Documentation of Information Items by Section: Child Functioning.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 11 shows the average frequency of documentation for the items measured in the Discipline
section. For example, there was comprehensive documentation of disciplinary methods used 57.6% of
the time. When answers of “some” were included, the documentation rate increased to 82.7% of Initial
Assessments.

Figure 11. Comprehensive Documentation of Information Items by Section: Discipline.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 12 shows the average frequency of documentation for the items measured in the Parenting
Practices section. For example, there was comprehensive documentation of nurturance/parenting style
33.9% of the time. When the addition of “some” parents/caregivers was included, the frequency of
documentation increased to 57.6% of Initial Assessments.
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Figure 12. Comprehensive Documentation of Information Items by Section: Parenting Practices.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Figure 13 shows the average frequency of documentation for the items measured in the Family
Functioning section. For example, there was comprehensive documentation of access to economic
resources in 40.6% of Initial Assessments. The option to indicate that information was gathered for some
individuals was not available because the area was not applicable to multiple individuals, but was
assessed based on the family unit as a whole.

Figure 13. Comprehensive Documentation of Information Items by Section: Family Functioning.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.
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Present and Impending Danger

The review also evaluated the assessment of present and impending danger according to Standards.
Table 11 shows results for the assessment of present danger (both at initial face-to-face contact and
throughout the 1A) and impending danger. Assessment of present danger at initial face-to-face contact
was consistent with Standards 81.5% of the time. The assessment of present danger throughout the 1A
was consistent with Standards 86.3% of the time, and the assessment of impending danger was
consistent 74.9% of the time. Assessment of impending danger was less consistent with Standards than
present danger; however, many of these (22.5%) were the result of the reviewer not having enough
information within the 1A to adequately determine if the assessment of impending danger was or was not
consistent with Standards.

Table 11. Consistency with Standards in Assessing for Present and Impending Danger Threats.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Identification of Identification of Identification of
Present Danger Present Danger Impending Danger
(Initial Face-to-Face) (Throughout IA)  (Conclusion of IA)
N (%) N (%) N (%)
Consistent with Standards 221 (81.5%) 234  (86.3%) 203 (74.9%)
Inconsistent with Standards 23 (8.5%) 4 (1.5%) 7 (2.6%)
Not enough information
documented to support 27 (10.0%) 33 (12.2%) 61 (22.5%)

assessment

Table 12 shows the relationship between assessment of impending danger and the consistency of safety
determinations and case dispositions with Standards. When impending danger was assessed in a
manner consistent with Standards, the safety determination was found to be consistent with Standards
98.0% of the time and inconsistent 2.0% of the time; case disposition was consistent with Standards
99.0% of the time and inconsistent 1.0% of the time. All of the results are statistically significant. When
the assessment of impending danger was not consistent with Standards, the safety determination was
consistent with Standards only 13.2% of the time and case disposition only 23.5% of the time.

Table 12. Assessing for Impending Danger and |IA Conclusions Consistent with Standards.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Safety Determination*** Case Disposition***
. Inconsistent/ Not . Inconsistent/ Not
Consistent . . Consistent . .
enough information enough information
N (%) N (%) N (%) N (%)
Assessment of Impending Danger
Consistent with Standards 199 (98.0%) 4 (2.0%) 201 (99.0%) 2 (1.0%)
Inconsistent with Standards/
9  (13.2%) 59  (86.8%) 16 (23.5%) 52 (76.5%)

Not enough information

*** Relationship between conclusion and assessment of impending danger is statistically significant at p<0.001
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Protective Plans and Safety Plans

Part of the IA review involved assessing for required protective planning and safety planning when
Present Danger Threats and/or Impending Danger Threats existed. When plans were present, the case
review was also intended to assess their quality. If the local agency identified Present Danger Threats
and/or Impending Danger Threats (or if information documented supported the presence of Present
Danger Threats and/or Impending Danger Threats) and there was no corresponding protective plan or
safety plan documented in the electronic case record, then the plan was qualified as “plan needed but not
documented”.

Table 13 shows the documentation of protective plans and safety plans in the IAs reviewed. In total, 55
Initial Assessments had documented evidence of protective actions taken and 216 did not. Of the IAs that
did not contain or reference a protective plan or action, 170 did not need one, as no present danger
existed. However, 24 of the 1As that did not have a protective plan documented did need one due to the
existence of present danger based on documentation in the case file. In 7 of those 24 cases, the local
agency identified present danger, and a plan was necessary to control for the Present Danger Threat(s)
named, but none was contained in the case record. In the remaining 17 cases, information in the IA
supported the existence of present danger and thus a protective plan was needed to control for the
Present Danger Threat(s). There were 22 cases in which there was not enough information to determine
if a protective plan was needed.

With respect to safety plans, 45 IAs contained a documented safety plan in eWiSACWIS and 226 did not.
Of the 1As that did not have a safety plan, 171 did not need one, as no impending danger existed. In 7
instances, however, information in the Initial Assessment supported the existence of impending danger.
Therefore, a safety plan was necessary to control for the Impending Danger Threat(s). Finally, there were
48 1As in which there was not enough information to determine if a safety plan was needed.

Table 13. Documented Protective Actions/Plans and Safety Plans in Initial Assessments
Reviewed. CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Protective Plan Safety Plan
Plan documented 35 45
No plan documented 216 226
Plan not needed 170 171
Plan needed but none
documented® 24 7
Not enough information to 22 48

determine if plan needed

¥ Based on local agency and/or reviewer identification of present and/or impending danger.
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Figures 14 and 15 show the types of plans used. Of the 55 IAs that documented protective planning, 15
contained a Protective Plan document, 33 relied on Temporary Physical Custody (TPC), 2 had a
Voluntary Placement Agreement (VPA), and 5 employed multiple types of protective plans (for example,
combined use of Protective Plan, TPC and/or VPA). Of 45 |As in the review sample that contained a
safety plan, 36 were out-of-home and 9 were in-home.

Figure 14. Protective Planning in Initial Figure 15. Safety Planning in Initial
Assessments Reviewed. Assessments Reviewed.
CQI 2015 Initial Assessment Case Record CQI 2015 Initial Assessment Case Record
Review, DCF, Wisconsin 2015. Review, DCF, Wisconsin 2015.
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When protective plans and safety plans were present, the review also assessed their quality. Of the
protective plans reviewed, 89.1% were immediately implemented as required by Standards, while 10.9%
were not; 80.8% of plans contained a sufficient description of how all identified Present Danger Threats
would be controlled for all children, while 19.2% did not (see Appendix F: Additional Analyses, Table F-4).

The reviewers also evaluated the quality of the 9 in-home safety plans contained in the review sample
(see Appendix F: Additional Analyses, Table F-5). Overall, one-third of the in-home safety plans reviewed
comprehensively documented all required details of the safety plan. Specifically, 5 of the 9 in-home safety
plans reviewed adequately described all identified Impending Danger Threats, and 4 out of 9 adequately
described safety services used to manage those threats. Three out of 9 adequately documented the
names of safety services providers, described roles and responsibilities of providers, and described
frequency and duration of necessary services.
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Decision-Making

Finally, the review assessed the decisions reached by the local child welfare agency at the conclusion of
Initial Assessment. As shown in Table 14, the maltreatment determination was consistent with Standards
in 219 (80.2%) of the cases reviewed. There were a total of 52 cases reviewed (19.8%) in which the
reviewers could not confirm that the maltreatment determination was consistent with Standards, 43
(16.3%) of which did not have enough information to assess the substantiation (or unsubstantiation) of
maltreatment allegations. In 9 (3.4%) cases total, there was enough information documented to determine
that the maltreatment determination was inconsistent with Standards.

Table 14. Review Results for Maltreatment Determinations.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Maltreatment Determination NS (%)

Consistent with Standards 211 (80.2%)

Inconsistent with Standards 9 (3.49)%
Unsubstantiated allegations should have been substantiated 7 (2.7%)
Substantiated allegations should have been unsubstantiated 2 (0.8%)

Not enough information to support

. 43 (16.3%)
maltreatment determination

§Total N= 263 (not included are Alternative Response cases)

As depicted in Table 15, the consistency of maltreatment determination with Standards varied by
allegation type (though there was no statistically significant relationship). The maltreatment determination
was found to be consistent with Standards in 76.0% of IAs containing only neglect allegations as
compared to 88.2% for physical abuse allegations.

Table 15. Consistency of Maltreatment Determination with Standards by Allegation Type.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Maltreatment Determination®

Consistent with Inconsistent with Standards/
Standards not enough information
N % N %
Multiple allegation types 37 71.2% 15 28.9%
Neglect 92 76.0% 29 24.0%
Physical abuse 60 88.2% 8 11.8%
Sexual abuse 18 100.0% 0 0.0%
Emotional abuse 3 100.0% 0 0.0%
Unborn child abuse 1 100.0% 0 0.0%

§Total N= 263 (not included are Alternative Response cases)
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Table 16 shows that the safety determination was consistent with Standards in 208 (76.8%) of the Initial

Assessments reviewed. In 171 of those |As, the children were deemed safe and in 37 IAs identified as
unsafe.

Table 16. Review Results for 1A Safety Determinations.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Safe Unsafe Total
(N=229) (N=42) (N=271)

Reviewer found safety determination to

i , 171 37 208 (76.8%)
be consistent with Standards

Reviewer found safety determination to 0

be inconsistent with Standards 4 1 5 (1.8%)
Not enough information to support 54 4 58 (21.4%)

safety determination

Lastly, Table 17 shows that the case disposition was consistent with Standards in 217 (80.1%) of the
Initial Assessments reviewed. |A case disposition was found to be inconsistent with Standards in 6 (2.2%)

cases. A total of 48 IAs (17.7%) lacked necessary information to assess whether the case disposition was
consistent with Standards.

Table 17. Review Results for IA Case Disposition.
CQI 2015 Initial Assessment Case Record Review, DCF, Wisconsin 2015.

Case Case Case Case Case

Closed: Closed: Opengd: Opened: Already  Total
Child Other Ongoing Non Open
Safe Services CPS P

(N=186) (N=17)  (N=53) (N=5)  (N=10) (N=271)

Reviewer found case

disposition to be consistent 147 10 47 5 8 (851170/)
with Standards =70
Reviewer found case 6
disposition to be 4 1 1 0 0 (2.2%)
inconsistent with Standards o7
Not enough information to 48
support IA case disposition 35 6 5 0 2 (17.7%)
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Discussion

This section is intended to frame the main findings of the IA case record review and to provide context for
the results presented above by offering possible explanations for the findings from different perspectives.
While DCF has formulated theories around these results, other interpretations of the data are plausible.

As previously noted, the 2015 review of CPS Initial Assessments focused on three primary goals and a
fourth, long-term goal:

Goal 1: Establish a statewide baseline for CPS Initial Assessment practice. The discussion of the results
relating to this goal is detailed below.

Goal 2: Identify practice areas needing improvement that warrant further analysis and may be candidates
for improvement projects. Using “root cause” analysis and other recommendations, the underlying
reasons for weak performance can be identified and improvement strategies can be developed.

Goal 3: Test the new case record review process. The results and the discussion of results pertaining to
the third goal can be found in Appendix A.

Goal 4 (long-term): Use the review findings to identify practices that result in positive outcomes for
children and families. While this report includes results on how adherence to key policies are correlated
with short-term outcomes in a manner consistent with Standards, the report does not include analysis on
how the review results are correlated with future outcomes such as re-referrals. Such analyses will come
in future reports as more data become available. These targeted analyses may be possible in the future
with additional focus on data quality and related factors to the specific question of interest. Specific
subgroup analysis (for example, relating to a specific county or region) will likely require additional sample
size to be adequately powered. A combination of multiple years of data could enable these analyses.

Discussion of Statewide Baseline Results

Below is a discussion of the baseline results for statewide IA performance. The discussion is broken into
the following sections: interviews, information gathering, present and impending danger assessment,
protective and safety planning, and decision-making. Key findings are bolded; potential biases (italicized)
are outlined at the end of each section where applicable.

Interview Contacts
Timeliness of Face-to-Face Contacts

Information gathering through timely face-to-face contact is critical to understanding and making
decisions about child safety and is a continuation of the analysis started during the Access process when
the CPS Report is screened in. Access workers are trained to take into account specific case dynamics
and analyze reported information to determine the appropriate response time based on the identification
of present and/or possible or likely impending danger.

Agencies are used to seeing face-to-face timeliness data through the DCF dashboard and KidStat (Table
3 on page 12), where measuring face-to-face contact relies solely on the initial contact with the first case
participant, not necessarily all victims. To address and understand face-to-face contact more holistically,
however, the review instrument measured initial contact with all alleged victims. As such, the results for
timeliness were expected to be lower. Dialogue within and amongst counties will be necessary to
understand the importance of how initial face-to-face contact is measured and practiced.
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Across all response times, timely face-to-face contact with all alleged victims occurred in 66% of
Initial Assessments and with at least some of the victims in an additional 12% of 1As; in 22% of 1As
reviewed, none of the alleged victims were met within the assigned timeframe. Contact with all
parents/caregivers within the assigned timeframe occurred in 48% of the 1As reviewed (Figure 2 on page
14). The review found that cases assigned a response time of five business days were the least likely to
make timely face-to-face contact with all alleged victims and all parents/caregivers. It is possible that 1A
workers are time constrained and thus put more emphasis on more urgent cases—Ilikely those with a
same-day or 24-48-hour response time. However, in over 20% of the cases with a same-day response
time, one or more alleged victims were not met face-to-face within the assigned response time (Figure 1
on page 13). Alleged victims in these cases have already been identified to be facing present danger for
which CPS involvement is needed the same day. All relevant safety information must be gathered within
the appropriate response time to ensure an understanding of child safety.

When all victims were met face-to-face within the response time assigned at Access, all three IA
conclusions (safety determination, maltreatment determination, and case disposition) were more
likely to be consistent with Standards. As shown in Table 4 (page 14) there was a significant
difference between those IAs that were started on time (as measured by meeting face-to-face with all
alleged victims within the assigned response time) and those that were not:

e Safety determinations were consistent with Standards 83% of the time, compared to 65% when
the face-to-face contacts were not all made timely,

¢ Maltreatment determination was consistent 86% of the time (compared to 70%), and

o Case disposition was consistent 88% (compared to 66%).

The findings related to timely face-to-face contact and the relationship to safety determination,
maltreatment determination, and case disposition speak to the importance of following interview protocols
put forth in Standards. The conversation regarding response time is an important one, as the decisions
made at Access determine the beginning of the Initial Assessment process. Revisions to the Access
review instrument are underway to collect additional information on screened-in CPS Reports and the
response times assigned. Future analyses will help determine if the issue of timely face-to-face contact
with alleged victims pertains more to case practice at Access, at IA, or both.

Necessary Collateral Contacts

Information gathering and analysis is critical to understanding and making decisions related to child
safety, occurrence of maltreatment, and the strengths and needs of the family. Collateral contacts
become a necessary part of information gathering when they may have information that would
corroborate, contradict, or clarify information needed.

In the majority of Initial Assessments (72%), contact was made with all collaterals necessary for
understanding safety in the specific case under review; 28% of IAs were missing at least one
necessary collateral contact. (See Figure 3 on page 15.) A contact was considered necessary when he
or she was likely to have had information that would be critical to understanding safety in the specific
case under review. If a necessary collateral contact was found to be missing, the IA review instrument
instructed reviewers to classify each missing contact into categories.23 The categories reflected types of

B Missing contacts were classified into eight categories: (1) physician/other medical professional, (2) police/probation officer/other
law enforcement, (3) therapist/other mental health professional, (4) teacher/school social worker/other educational staff, (5) family
member, (6) neighbor, (7) friend, (8) other.
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individuals who commonly provide insight into child functioning, family dynamics, and/or maltreatment
allegations.

The review instrument did not identify what collaterals were contacted, but only collected the category of
necessary collateral contacts missed. As such, trends cannot be extrapolated without further review and
analysis. Identifying additional information about the number of collateral contacts needed for each case
would also assist in understanding the workload of IA workers. Additionally, the review instrument should
include the opportunity for the reviewer to indicate which (if any) of the collaterals contacted was the
reporter. This would provide insight into whether the reporter at Access is a necessary collateral contact
commonly missed, even though it is not necessary to follow up with the reporter in all cases.

When all necessary collateral contacts were made, the safety determination was consistent with
Standards 90% of the time. As shown in Table 5 (page 16), however, when one or more necessary
collateral contacts were not made, the safety finding was consistent with Standards only 43% of the time.
Furthermore, making these contacts, in addition to making required contact with non-custodial parents,
appears to lead to more thorough information gathering and documentation, as they are significantly
associated with an increase in the proportion of information items comprehensively documented.

While it appears that IA workers are contacting all necessary collaterals the majority of the time, there
were still over a quarter of IAs reviewed where one or more were missed. The type of case record review
completed during this Initial Assessment review process did not allow for the analysis of reasons some
collaterals were not contacted, which could include, but are not limited to: professional judgment, worker
or family safety, absence or lack of availability of collateral contacts, systemic barriers, conflicting
understanding of privacy laws, fear of losing family trust/misunderstanding of family engagement, agency
policy, or the need for further clarification of Standards. Reviewers found that in some cases |A workers
documented information obtained from parents at face value, often without completing further interviews
with collateral contacts to confirm the information provided by the parent. In some instances IA workers
may have used their professional judgement, which may not necessarily be documented in the case
record. The limitations of an electronic case record review provide the opportunity for further dialogue
within and among county agencies to better understand both the importance of collateral contacts and the
barriers that must be addressed to ensure necessary collateral contacts occur.

American Indian Heritage

Creating an ICWA (Indian Child Welfare Act) Record in eWiSACWIS for all children in a household has
been a requirement since 2010. The ICWA Record documents efforts on the part of the agency to identify
American Indian children in order to ensure that children receive the legal protections offered in Chapter
48 through the Wisconsin Indian Child Welfare Act (WICWA), and, where eligible, the resources afforded
to individuals who are enrolled as members of an Indian tribe.

Screening for American Indian heritage for each child in the household occurred in two-thirds of
the cases reviewed. As shown in Table 6 (page 17), 68% of the |As reviewed had documentation
showing that a screening for the child’s Indian status (form CFS2322 Screening for Child’s Status as
Indian) was completed for all children in the case; an additional 10% of IAs reviewed contained this
documentation for at least some of the children in the case. Reviewers gave credit for any ICWA Record
created. The creation of the ICWA Record (of which screening for the child’s Indian status is the first step)
may not have occurred during the time period for the individual 1A reviewed, but could have been created
at an earlier or subsequent stage in the life of the case. When American Indian heritage in the family was
indicated, the required documents were created and sent to the Bureau of Indian Affairs or the indicated

tribe in the majority of cases, as shown in Table 6.
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The case record contained documentation indicating that there was American Indian heritage
within the family in 21 cases (8% of the total review sample) involving 51 children (11% of children
included in the IAs reviewed). Given the demographic makeup of the children in the sample based on
administrative data, this proportion was higher than expected, as only 25 children (5%) of children in I1As
reviewed had American Indian indicated for race/ethnicity (Table 1, page 10). Because administrative
data on child race/ethnicity is dependent upon fields entered by the caseworker, this finding could merely
reflect a judgement call on the part of the worker (i.e., the child may have had a positive screening for
American Indian heritage, but the worker did not feel compelled to update race/ethnicity on the person
management screen). On the other hand, although American Indian heritage does not equate to tribal
membership or even eligibility for membership, the fact that administrative data are not capturing all
children with American Indian heritage means that it is possible that the Wisconsin’s child welfare system
is not identifying potentially ICWA-eligible children.

Of the 21 cases where American Indian heritage was indicated, only 3 (14%) included
documentation that consultation with the tribal agency occurred. The first step of active efforts is to
request that the tribal agency assist in assessing and developing the case. The tribal agency is a valuable
partner in working with Indian families, and involving ICWA workers helps to ensure tribal families receive
culturally appropriate services when needed.

Overall, the findings related to American Indian heritage speak to the need for stronger adherence to the
Wisconsin Indian Child Welfare Act. Additional research is necessary to address the barriers in adhering
to WICWA requirements.

Information Gathering

It is important to note the IA review instrument was designed to measure adherence to Standards in
information gathering and documentation using a broad, all-inclusive approach. This means that the
review instrument: 1) measured a high number of individual information items that Standards detail in the
appendices as components of the required areas of IA, and 2) followed the sections of the IA template in
eWISACWIS. Considerations for this design and their impact on the following outcomes are discussed at
the end of this section.

Overall Levels of Information Gathering

Overall, the average amount of information comprehensively documented during an Initial
Assessment was 34% of the applicable items. That is, the majority of Initial Assessments reviewed
had approximately one-third of the information items applicable to the case comprehensively documented
for all required individuals (Figure 6, page 19). When the analysis counted documentation for some
required individuals as well, the average increased to 47%.

No IA reviewed had all applicable information items comprehensively documented, even when
including answers of both “all” and “some.” Only 1 Initial Assessment had more than 90% of all
information items comprehensively documented (2 IAs has more than 90% when including answers of
“some”) and less than a quarter of the IAs reviewed had more than 50% of all information items
thoroughly documented when counting answers of “all” (Appendix F: Additional Analyses, Figures F-2
and F-3 on page 77).

While including answers of “some” does increase the overall level of information gathering on average, it
does not change the general pattern of the information gathering results (see Figure 6). That is,
accounting for instances when information was documented for some, but not all of the required case
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participants does not dramatically raise the baseline for information gathering and documentation nor
does it change the distribution of overall results or the results for specific items, as shown in Figure 6 and
Figures 7 through 13. In regard to the overall levels of information gathering and documentation (Figure
6), the distribution is still relatively the same (most IAs had between 20% and 50% of applicable items
comprehensively documented, and few have the majority of items comprehensively documented). With
respect to specific, individual items, the same holds true—counting answers of “some” does increase the
percentage but not the general pattern of the results. For example, within the Adult Functioning section,
employment/education is still the most frequently documented and decision-making skills is the least
documented.

It is worth noting that the prevalence of the “some” answers does not seem to be explained by the fact
that required parents/caregivers and children are being left out of Initial Assessments (as shown in Table
F-6 of Appendix F: Additional Analyses, page 80). While it was hypothesized that documentation results
may have been lower than expected due to required household members not being included in
assessments, analyses show that this is not the case. Information is not being comprehensively
documented on case participants to the extent measured by the IA review instrument.

When more than half of the information items were comprehensively documented during the
Initial Assessment, the resulting safety determination and case disposition were consistent with
Standards 98% of the time. As Figures 4 and 5 (page 18) show, having more information
comprehensively documented was highly associated with both a safety determination and case
disposition that were consistent with Standards. Similarly, when most of the Maltreatment and
Surrounding Circumstances information items were comprehensively documented, the maltreatment
determination was consistent with Standards 93% of the time (Appendix F: Additional Analyses, Figure F-
1 on page 76).

Both answers of “no” (i.e., not consistent with Standards based on the information provided) and “not
enough information” (i.e., information needed to determine consistency with Standards was not
documented in the IA) were counted as inconsistent with Standards in the data analysis of questions
pertaining to the safety determination, maltreatment determination, and case disposition. This means that
the results do not distinguish between decisions that were inconsistent with Standards and decisions
where there was not enough information contained in the Initial Assessment to support that the decisions
made were consistent with Standards. Further analysis could provide insight into the barriers and
appropriate strategies to improve decision-making or to provide comprehensive documentation in Initial
Assessments, or both. Because the majority of IA conclusions were found to be consistent with
Standards, a larger sample and/or more targeted review is necessary to inform trends around conclusions
and practices that are found to be inconsistent with Standards.

Levels of Information Gathering by IA Characteristics

Initial Assessments approved timely had required information comprehensively documented at a
higher rate. As shown in Table 7 (page 20) there is a statistically significant difference in the level of
information gathering between Initial Assessments that were approved timely within 60 days (36%) and
those that were not (30%). There is a common perception that Initial Assessments may be submitted late
because more information is being gathered. While this may be true in some cases, Initial Assessments
that take longer than 60 days to approve do not have more complete information overall, based on the
documentation available. One possible explanation is that IAs are not approved timely due to the difficulty
of gathering the required information in the first place.
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To varying degrees, information was more comprehensively documented when children were
found unsafe and when allegations were substantiated. There were slightly different levels of
information gathering depending on the IA conclusions, that is, the decisions made by the local agency
with respect to safety and maltreatment determinations (Table 8, page 20) and IA case disposition (Table
9, page 21). Though not statistically significant, there were small differences in the rates of documentation
between Initial Assessments where:

e  Children were found unsafe (37%) versus safe (33%),

e Maltreatment allegations were substantiated (36%) versus unsubstantiated (34%),

e The case was opened for Ongoing Services (34%), the case was closed because the children
were found to be safe (35%), or the case closed because the family refused voluntary services
(25%).

It is possible that workers document more information to support abuse and/or neglect findings in the
event maltreatment allegations are substantiated during the IA. Likewise, when children are determined to
be unsafe, more information may be gathered and documented for the purposes of safety planning. It
could also be the case that when more information gathering and documentation takes place, workers are
less likely to miss family conditions that could pose threats to child safety and are thus more likely to find
that children are unsafe. With respect to case disposition, the biggest difference was in cases that were
closed when the family refused voluntary services (25%), though there were much fewer (N=11). It is
possible that information gathering presents a unique challenge in such cases, as it could be more
difficult to engage these families in the assessment process.

The level of information documented also varied by allegation type. On average, the percentage of
information items comprehensively documented was slightly higher for physical abuse and sexual abuse
when compared to neglect (Table 10, page 21). This result could be due to the fact that certain items of
information collection are more straightforward in these cases and are thus easier to gather and
document.

Documentation of Specific Information Iltems

The frequency with which specific information items were comprehensively documented varied
greatly. The item that appeared least frequently —“reasons for being a parent”—was documented in 6%
of IAs, compared to the most frequent item— “parent/caregiver explanation for maltreatment”—which was
comprehensively documented in 74% of 1As (Figure F-4 in Appendix F: Additional Analyses, page 78).
There is also a large variation between the different areas of assessment, as shown in Figures 7-13. For
example, none of the items related to Parenting Practices were comprehensively documented (for all
required individuals) more than 34% of the time (Figure 12, page 27). In the areas of both Surrounding
Circumstances and Maltreatment, on the other hand, all items were comprehensively documented over
60% of the time (Figures 7 and 8, page 23).

The range in documentation of specific items cannot be easily explained. The two items that were most
frequently documented were both in the Surrounding Circumstances section— “parent/caregiver
explanation for alleged maltreatment” (74% as noted above) and “circumstances surrounding alleged
maltreatment” (72%). A higher level of documentation was expected, given that reviewers found this
section was often completed with information recorded at Access. On the other hand, documentation of
the “effects of maltreatment on child functioning” was found in only 43% of IAs (including both answers of
“all” and “some”), which is notable, given that documented statements such as “the child shows no effects
of maltreatment” were considered adequate for the purposes of the review.
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The information items that were least comprehensively documented pertained to the areas of
Parenting Practices, Family Functioning, and Discipline, which relate directly to parental
protective capacities and a holistic understanding of family circumstances. It is possible that this
information is discussed verbally, but not documented in eWiSACWIS. However, if the information is not
being gathered, it may be indicative of incident-focused case practice, which may help determine if
maltreatment did or did not occur, but will not result in an understanding of the family conditions, patterns
of abuse/behavior, protective capacities, child safety, or the need for ongoing services.

The presence or absence of domestic violence was documented less than a quarter of the time.
Standards address assessing for domestic violence in multiple required areas of the IA. The review
instrument measured documentation of domestic violence issues in two areas: Adult Functioning (where
domestic violence behavior must be assessed for all adult household members) and Family Functioning
(where the impact of domestic violence on the family as a whole, as well as other concerns related to the
caregiver’s intimate partner, must be assessed). Only 21% of the IAs reviewed comprehensively
documented the presence or absence of domestic violence behavior for all required adults (this increases
to 31% when cases with information on “some” case participants are factored in), and 30%
comprehensively documented the presence or absence of domestic violence/intimate partner concern.
This finding may reveal a significant gap when it comes to determining the safety of children in the
household, as children being subject to present/active domestic violence is considered a Present Danger
Threat.

The role of specific items of information in reaching IA conclusions consistent with Standards
remains largely unknown. There is general interest in determining if specific information items play a
more crucial role when it comes to certain IA conclusions, such as safety or substantiation. The results of
preliminary analyses (not shown) reveal that a larger number of IAs with a consistent conclusion had a
specific item more frequently documented than the IAs that did not have a consistent conclusion.
However, these calculations relied on simple counts, and more complex statistical analyses are
necessary to determine if correlations exist. It is suspected that 1A workers are more likely to document
specific information when the item in question plays a prominent role in the case at hand (for example,
child motor skills or parental substance abuse). This hypothesis leaves room for further analysis to
determine why some items are more frequently documented than others, and what impact these
information gathering practices have both on IA conclusions and more long-term outcomes.

Potential Biases for Information Gathering

It is important to note that the baseline performance for documentation of information gathering could be
biased to a lower percentage for three reasons:

First, reviewers used a strict interpretation of comprehensive documentation for certain information items.
For example, documentation of information gathering related to AODA may have been scored low due to
the fact that reviewers were instructed to answer that the information was comprehensively documented
only when both alcohol and drug use (or the lack thereof) were mentioned in the IA narrative and the
information was verified by an additional contact (i.e., documentation of the individual’s denial of
drug/alcohol use was not considered adequate). Similarly, for neglect cases, workers may have written
that “discipline was not an issue in this case.” For the purposes of this review, such a statement about
discipline was not considered comprehensive because specific information about the approach to
discipline should be documented regardless of the allegation type. Further reviews, analysis, and
conversation will be necessary to address when these documentation factors impact 1A outcomes.
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Secondly, as part of the review, documentation could only be considered comprehensive when the
information item was documented in the corresponding section of the Initial Assessment template. It is
possible that additional documentation of information items may have been included elsewhere in the IA
or electronic case file, such as the closing summary of the Initial Assessment. The Initial Assessment
document was created with the intention of assisting workers in their analysis of the substantial amount of
information that must be gathered throughout the course of an IA for decision-making. For example, if a
parent/caregiver disciplining a child with a belt is considered in the maltreatment section, and the
discipline section does not include a description of the types of discipline being used, the reviewer would
be unable to see how the analysis of discipline information and likelihood of future maltreatment was
considered in the decision-making process. Therefore, reviewers were instructed to only identify
information for each item that was documented in the IA and within the correct section of the Initial
Assessment template.

Third, adjusting calculations to account for answers of “some” does improve the amount of information
items comprehensively documented based on Standards. As noted above, the majority of Initial
Assessments reviewed only had one-third of the information items comprehensively documented (defined
by answers of “all”), or an average of 34%. When considering answers of “some” (in addition to “all”) the
majority of I1As reviewed had about half of the items documented for an average of 47% of the applicable
items. Additionally, although less than a quarter of the IAs reviewed had more than 50% of all information
items thoroughly documented, when considering “all” answers, this proportion increases to nearly half
when “some” answers are also included. However, as also noted above, the inclusion of “some” answers
does not alter the general pattern of information gathering results.

Present and Impending Danger

Assessments of present and impending danger were generally consistent with Standards. As
shown in Table 11 (page 28), consistency with Standards varied between 75% for assessing for
impending danger and 86% for assessing present danger throughout the Initial Assessment. Less than
10% of 1As reviewed were inconsistent with Standards when assessing for present danger at initial face-
to-face contact, and less than 3% were inconsistent with Standards when assessing for impending
danger. However, the determination of consistency with Standards was based solely on documentation
contained within the Initial Assessment. There were a significant number of cases, particularly for
impending danger (23%), where there was not enough information for reviewers to determine if the
assessment was or was not consistent with Standards. The fact that a larger proportion of I1As were found
to be lacking information to support the assessment of impending danger compared to present danger
was expected, given that identifying Impending Danger Threats requires more information than Present
Danger Threats. This finding could also indicate that case practice is more focused on the incident
reported, rather than a comprehensive assessment of family circumstances. Identifying Impending
Danger Threats also requires a more in-depth analysis of information collected. It is possible that workers
are reaching the appropriate conclusions with respect to impending danger, but reviewers are not seeing
documentation of the associated analysis because the template in eWiSACWIS does not prompt workers
to show their thought process. Additionally, in the majority of cases where information to support the
assessment of impending danger was lacking, the local agency did not identify any Impending Danger
Threats (58 of 61 IAs). This finding could indicate that IA workers are more likely to thoroughly record
unsafe family conditions in order to support their identification of Impending Danger Threats rather than
document a lack of unsafe conditions when ruling out such threats.
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The assessment of Impending Danger Threats consistent with Standards was highly correlated
with safety determinations and case dispositions that were also consistent with Standards. As
shown in Table 12 (page 28), assessment of impending danger consistent with Standards was nearly
always correlated with both safety determinations (98%) and case dispositions (99%) that were also
consistent with Standards. When assessment of impending danger was not consistent with Standards,
safety determination was consistent with Standards just 13% of the time and the case dispositions were
consistent just 24% of the time.

As previously noted, for the purposes of data analysis both “no” and “not enough information” answers
were counted as inconsistent with Standards for this analysis. Therefore, results do not distinguish
between decisions that were inconsistent with Standards based on the information contained in the 1A
and decisions where key supporting information was lacking (and thus it was impossible to determine if
the decisions made were consistent with Standards). With respect to impending danger assessment,
missing information around Impending Danger Threats is directly related to missing information regarding
safety determination and case disposition, so the results are unlikely to change drastically if a different
approach were adopted. Nonetheless, additional analyses could provide insight into whether or not
missing information corresponds to IA conclusions that are consistent or inconsistent with Standards.

Potential Biases for Present and Impending Danger Assessment

It is important to note that the baseline for present and impending danger assessments may be biased to
a higher percentage because a secondary review was conducted only in cases in which the reviewer
found the assessment to be inconsistent with Standards. This panel review was conducted as a double
check on results that were inconsistent with Standards, but a similar process was not used for cases
determined to have an assessment consistent with Standards (see Appendices A and H, on the review
process and quality management, respectively). It is reasonable to believe that if reviewed by a similar
panel, some cases may have been found to have assessments inconsistent with Standards. Furthermore,
knowing they would have to face a review panel, reviewers may have been less likely to identify decisions
as inconsistent with Standards.

Protective Plans and Safety Plans

Protective and safety planning are essential to controlling threats to child safety, and as such, their
documentation in the case record is crucial. Whereas safety plans are, by default, part of the Initial
Assessment in eWiSACWIS, protective plans may be initiated verbally or on paper and then transferred
to the case record. Some counties may have separate tracking systems used to document protective
plans, which were not included in this review. In addition, there were many IAs reviewed that did not have
enough information documented to determine if protective plans (22 cases) and/or safety plans (48
cases) were needed, which directly relates to the fact that a relatively high number of cases lacked key
information needed to confirm or rule out the existence of Present Danger Threats and/or Impending
Danger Threats.

Needed protective plans are not well documented in eWiSACWIS. While it has always been best
practice to scan into eWiSACWIS any paper documents pertaining to protective planning, at the time of
the review it was not required by Standards. In January 2016, DCF implemented more rigorous
documentation requirements for protective plans.24 As shown in Table 13 (page 29) and Figure 14 (page

4 See Division of Safety and Permanence Numbered Memo Series 2016- 01 Re: Protective Planning Documentation in
eWIiSACWIS, published January 22, 2016.
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30), 55 IAs had a protective plan/action documented, and 15 of these 55 were a Protective Plan
document. However, an additional 7 1As referenced a Protective Plan document (or needed one based on
agency identification of Present Danger Threats) but did not have one in eWiSACWIS. This amounts to
roughly one-third of needed Protective Plan documents missing from the electronic case record.

The overall quality and adequacy of protective and safety planning is relatively unknown. The
review attempted to assess protective and safety planning for quality in documenting required information
and adequacy in controlling for danger threats, but due to the small number of plans captured in the
review sample (Figures 14 and 15, page 30), it was challenging to extrapolate trends. In addition to the
small subsample available for review, a large proportion of IAs were missing information needed to
establish whether or not a protective plan/and or safety plan was necessary; in other cases needed plans
were not included in the case file, as noted above. Furthermore, the few plans that were evaluated were
missing key pieces of required information. This general lack of documented information is problematic in
that children may be in unsafe situations and there is no formal plan established to control for Present
Danger Threats and/or manage Impending Danger Threats (or there is nothing documented in the case
record to show that threats are being controlled). Additionally, because agencies may rely on the same
participant/provider for a negotiated arrangement in the future if a case is re-referred, comprehensive
documentation is crucial for verifying the safety, quality, and appropriateness of past providers.

Decision-Making

There are three separate, critical decision points made at the conclusion of Initial Assessment:
maltreatment determination, safety determination, and case disposition. The first decision centers on
substantiation of maltreatment. While safety determination and case disposition often go hand-in-hand,
substantiation should only influence these decisions to the extent that it is suspected that maltreatment
will occur again.

It is important to note that although similar proportions of cases were found to have the same results for
all three decisions, these percentages reflect different findings for different cases. For example, around
20% of the cases reviewed were found to be lacking supporting documentation for maltreatment
determination, and for safety determination, and for case disposition, but it was not the same group of
cases that constituted each finding. With respect to the review results for safety determination and case
disposition, there was some overlap among cases reviewed, which is to be expected given that finding
the child(ren) safe or unsafe influences what happens to the case going forward. For maltreatment
determination, however, there was little overlap, which is also to be expected given that there is no
connection between substantiation and safety determination.

When there was sufficient information documented to assess decision-making, the decisions
reached at the conclusion of the Initial Assessment were largely consistent with Standards
(between 77% and 80%). Safety determinations were found to be consistent with Standards 77% of the
time (Table 16, page 32) and IA case disposition was found to be consistent with Standards 80% of the
time (Table 17, page 32). Maltreatment determinations were found to be consistent with Standards in
80% of cases reviewed (Table 14, page 31), though consistency did vary by allegation type—IAs where
allegations consisted of physical abuse or sexual abuse were more likely to have a maltreatment
determination consistent with Standards than for neglect (Table 15, page 31). Overall, there were very
few cases (between 2% and 3%) where decisions made were inconsistent with Standards (e.g., a case
was closed when it should have been opened), meaning that when supporting information was well
documented, the decisions were accurate most of the time.
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However, a large proportion of cases (between 16% and 21%) lacked supporting documentation
for IA conclusions. It is possible that this finding does not reflect a lack of information collection but
rather a lack of documentation surrounding the use of the analytic process. The Initial Assessment
template in eWiSACWIS encourages child welfare agencies to collect information regarding the seven
areas of assessment (Maltreatment, Surrounding Circumstances, Child Functioning, Adult Functioning,
Parenting Practices, Discipline Practices, and Family Functioning), but it is not explicit about how or
where to document the worker’s analysis of this information in decision-making. The analysis of
information gathered, particularly with respect to how parental protective capacities may play a role in
observable conditions within a family, is crucial for determining whether or not it is safe for the child(ren)
to remain in the home.

Another possible explanation for the lack of supporting documentation could be the fact that in the
majority of cases, children are found to be safe. It may be easier for reviewers to confirm that the child is
unsafe as, in general, this conclusion requires a great deal of documentation. The same holds true for
maltreatment determination. Most allegations are unsubstantiated. It may be easier for reviewers, based
on key words, to confirm that maltreatment did occur but harder to definitively rule it out (given that it is
likely that more documentation would be necessary to prove allegations were correctly unsubstantiated).

Furthermore, the fact that review results point to significant gaps in supporting documentation with
respect to safety determination and maltreatment determination could indicate that case practice across
the state may be too incident-focused. Nonetheless, the Standards lay out specific items of information to
define the required areas of assessment, areas that are required to obtain a holistic picture of the family
and necessary to reach these decisions. A screened-in CPS referral provides the chance for child welfare
agencies to engage with families. While all elements of information gathering indicated in Standards and
as measured by the IA review instrument may not be necessary to rule out maltreatment or determine
child safety, the IA process presents an opportunity and responsibility to collect and document as much of
this information as possible to help ensure positive outcomes for children and their families.

Potential Biases for Decision-Making

It is important to note that the baseline for decision-making may be biased to a higher percentage for two
reasons:

The reviewers knew what conclusions were reached ahead of time. Case record reviewers knew the final
safety determination, maltreatment determination, and IA case disposition before reviewing the Initial
Assessment because there was no feasible way to “blind” the review. If the local agency chose to
substantiate the maltreatment allegations, reviewers may have been subconsciously compelled to agree.
The same holds true for finding the children unsafe or opening a case for Ongoing Services.

A secondary review was conducted only on IAs in which the initial reviewer found decisions to be
inconsistent with Standards. The panel review was conducted as a double check on results that were
inconsistent with Standards, but a similar process was not used for cases determined to have safety
decisions consistent with Standards (see Appendices A and H). It is reasonable to believe that if reviewed
by a similar panel, some of those cases may have been found to have decisions inconsistent with
Standards. Furthermore, knowing that that they would have to go before a review panel, reviewers may
have been less likely to identify decisions as inconsistent with Standards.
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Recommendations

This review considered information gathering during Initial Assessment and Initial Assessment
conclusions regarding child safety based on the Standards. The review was, by necessity, limited to
consideration of only the conclusions reached and the information documented in the electronic case
record. Nonetheless, the findings from the review presented in this report resulted in a number of
recommendations, both for future reviews and for practice improvement. These recommendations center
on garnering a deeper understanding of practice, determining the root cause of the findings identified in
this report, and identifying improvement projects in an effort to strengthen Initial Assessment practice
statewide.

Practice Improvement

Gather data from Initial Assessment workers and conduct additional analyses related to
information gathering and interview contacts. More information is needed to better understand the
variation in documented information gathering. Gaining perspective from 1A workers throughout
Wisconsin will provide additional understanding of the challenges involved in documenting all of the
information items measured in this all-inclusive review. Valuable insights could be gleaned from focus
groups or surveys of Initial Assessment workers to better understand what information is essential for
decision-making in every case and what information may be relevant depending on specific
circumstances (e.g., child’s age, maltreatment type, etc.), as well as how eWiSACWIS functionality
assists or hinders IA workers in documenting their work. I1A workers could also provide insight into
Standards, practice, and workload when it comes to meeting timeline requirements for contact with
alleged victims, contacting necessary collaterals, and completion of Initial Assessments within 60 days.
Workers and supervisors may also be able to identify barriers that make it more difficult to manage the
workload and ideas that promote strong case practice that could be shared throughout the state.

DCF may also wish to consider options or situations where information gathered may have a degree in
deviation between strict adherence to Standards (e.g., the information must be located in a specific
section of the IA, or precise language must be used to indicate that certain required information items are
not relevant to the 1A in question) and allowing for more latitude (e.g., the information may be located
elsewhere in the case file, or the assumption that if the information is not documented it is not an issue in
the case). Recognizing the nuances of the Standards and the reasons for specific documentation policies,
future reviews could conduct preliminary analyses using both approaches to measuring information
gathering and documentation. Additional analyses could also examine the relationship between caseload
and information documented.

After talking with 1A workers and supervisors, it may also be helpful to conduct an assessment of current
available training related to areas of challenge identified in this report: timely face-to-face contact;
WICWA requirements; and documentation of domestic violence, alcohol and other drugs, parenting
practices, discipline, and family functioning. The assessment could uncover whether current training
materials help develop the skills workers need to implement the theories and policies discussed in
training.

Conduct an additional or separate review of protective plans and safety plans. A specialized review
or improvement project may be valuable in identifying types of plans and priorities for quality within each
plan. The IA review instrument was limited in its ability to evaluate the adequacy of protective and safety
planning. However, even with modifications to the review instrument, it would still be challenging to
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accurately assess or extrapolate trends related to the quality of protective and safety planning given that
there are various types of plans and only a small number were included in the random sample. Each type
of protective plan has different requirements and protocols based on the formality of the action (e.g., a
negotiated agreement in the home, a Voluntary Placement Agreement, or TPC). Furthermore, a single 1A
can involve multiple safety and/or protective plans and different protective actions. Different approaches
are needed to assess quality in each scenario.

Collect information to better understand how the analytic process of assessing present and
impending danger is happening in practice. Improvements to the IA review instrument could be made
to help understand how workers utilize and document the analytic process the Wisconsin safety model
encourages. Focus groups and interviews with workers and supervisors could also provide information
regarding supervisor/worker consultation that may or may not be occurring. Depending on the information
gleaned, DCF may find it helpful to revise Standards to more clearly describe and require an analytic
process that relies on information about the unique family in order to arrive at child safety decisions. DCF
may also wish to further explore options by which eWiSACWIS could be revised to support workers in the
consistent use of this rigorous analytic process and allow supervisors to review and approve that process,
as well as the conclusion. For example, eWiSACWIS could prompt workers to consider the danger
threshold criteria before documenting any Impending Danger Threat; it could also prompt workers to
document why present and impending danger were ruled out. Training to support this well-articulated
analytic process could be provided to workers and supervisors.

Further examine the relationship between information gathering and positive outcomes for
children and families. As the ultimate goal of the CQI case record reviews is to use the results to identify
areas of practice that are correlated with beneficial outcomes, additional studies could shed light on the
role that thorough information gathering and documentation play in achieving child safety, permanency,
and well-being. For example, a future longitudinal study could be developed that examines the
relationship between documentation in Initial Assessment and future CPS involvement. Other analyses
could include administrative data to answer questions such as whether or not prior CPS involvement or
demographic characteristics affect Initial Assessment conclusions.

Future CQI Initial Assessment Reviews

Continue the case record review process by program area (Access, Initial Assessment and
Ongoing) and use an electronic review database. Focusing only on the Initial Assessment reviews
over a defined period of time helped reviewers increase familiarity with the review instrument and
increase efficiency in conducting reviews. Using an electronic review database for future IA reviews,
similar to the one created for completing the 2015 Access review, will also increase efficiency. Due to
time constraints, an electronic review instrument could not be created in time for the beginning of the
2015 IA review. Instead, reviewers used paper forms to complete the review and information was
transferred to an Excel database. An electronic review instrument with a back-end database for data
collection will enhance the review process and increase the accuracy of data entry, thereby helping to
avoid potential data entry errors and reducing the time needed for quality management activities.

Revise the Initial Assessment review instrument to capture additional information or
documentation that may have an effect on decision-making. Future development should focus on
ways to incorporate and evaluate how the information that is gathered and documented during Initial
Assessment is analyzed. A key part of Wisconsin’s practice model is gathering information and
knowledge concerning the family and then evaluating the relevance of that information and identifying
family strengths. The current review instrument is able to measure if certain items of information gathered
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are thoroughly documented but not how this knowledge of the family is synthesized into an understanding
of functioning and parental protective capacities. Further work on the review instrument is needed to
evaluate this important skill. Other specific revisions to the IA instrument are also needed, including:

e Modifications to more clearly differentiate between instances where comprehensive information is
gathered for all case members, or some, or none of the case members, and/or when information
is not comprehensively documented in general. This distinction will provide additional insight in
future reviews and could identify potential training for IA workers.

e Enhancements to clearly identify the reporter, all necessary collateral contacts, and which
contacts were made and missed. These updates will allow for a deeper understanding of
necessary collateral contacts and why and how necessary collateral contacts are missed.

Refine the case review process to eliminate potential biases. The review panel should conduct a
secondary review of a random sample of cases rather than only reviewing cases in which the primary
reviewer found key decisions to be inconsistent with Standards. In the 2015 IA review process, cases
where the reviewer identified an inconsistent decision— in the areas of present danger and/or impending
danger assessment, safety determination, maltreatment determination and disposition— were discussed
by a panel of secondary reviewers. Moving forward, a panel review of cases that did not meet Standards
should be eliminated in order to avoid potential biases. The review panel should instead conduct a
secondary review of a random sample of cases, or consider secondary review of difficult cases,
regardless of the reviewer’s determination.

Standardize the case reviewer certification process. Prerequisites and training that provide the
knowledge base critical to conducting reviews should be formalized prior to the next Initial Assessment
review, and lessons learned from reviewer check-in meetings should be incorporated into future reviews
to provide further guidance to reviewers. Key elements of the check-in meeting process along with a
means to disseminate information discussed to reviewers who are unable to attend should also be
adopted for future reviews. DCF should work with the Wisconsin Child Welfare Professional Development
System (PDS) to develop different training options for workers to move through the certification process at
a pace that fits with their learning style and is considerate of their work schedule.

Refine the quality management plan. Recommended improvements to the quality management plan
include modifying the double-blind process and the panel review process, and increased time for quality
control. The double-blind process should be modified for subsequent reviews so that more double-blind
cases are assigned at the front end of the review period, which would provide more opportunity to
address inconsistencies among reviewers and to make improvements to the IA review instructions. It is
also recommended that the review panel reviews a random selection of cases rather than cases in which
the assigned reviewer indicated that a decision was inconsistent with Standards. (This would also help
eliminate any potential biases, as noted above.) Finally, a more formalized plan for quality control that
includes additional time for cross-referencing and cleaning data over the course of the review should be
adopted.

46



Next Steps

This report is the beginning of the continuous quality improvement process for Initial Assessment. It
explains what is happening in case practice in relation to adherence to Standards for Initial Assessments
and establishes a baseline for adherence to Standards against which to measure in future reviews. On
their own, measures of adherence to Standards cannot show if what is happening is important. Analyses
such as the ones used in this report begin to shed light on how adherence to certain policies is correlated
with short-term outcomes such as the effect of comprehensive information documentation on safety
decisions consistent with Standards.

Future analysis that ties the results of this case record review to the long-term outcomes identified in the
crosswalk (Appendix B) will explore whether the information found in this report is important in relation to
the outcomes identified. In the meantime, DCF management and the CQI Advisory Committee can use
this report in combination with other sources of information to identify challenging areas of practice that
are important to pursue in an improvement project.

The improvement projects will further explore why something is happening through use of more in-depth
case reviews, interviews, focus groups, and/or deeper data analyses. DCF will work with the CQI
Advisory Committee to identify improvement projects. After understanding why an issue is occurring, DCF
and the local child welfare agencies engaged in improvement projects will identify a strategy and test it. At
that point, the CQI process loops back to the beginning with an explanation of what is happening to
determine the effectiveness of improvement projects as they relate to targeted outcomes.

Future case record reviews and analyses, and subsequent improvement projects based on review
results, will provide opportunities to continue enhancing DCF services and promoting positive outcomes
for children and families in Wisconsin.
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